b, Glandular cavity, the epithelium of which is growing into the connective tissue, at both ends, c, c, the lining membrane (membrana propria) being destroyed.
J. BarOivlome*r, 2din? (Fig. 2, a) . In the second case the stroma is much more abundant than in the first, and the glands are separated by wide intervals. Another peculiarity of the second case is the abundance of bloodvessels. Some of the capillaries are of large size, and explain the existence of the extravasations described above.
On comparing the two cases we see that they present a compound form of tumour. On the one hand are adenomatous cavities with typically arranged cylindrical epithelium, and on the other cavities developed gradually from them, completely filled with cells, and sending prolongations of cells into the neighbouring tissues. The transition is effected by the multiplication of the mural or deep layer of cylindrical epithelium in two directions, inwards to choke up the cavities of the glands, and outwards to infiltrate the tissues.
The epithelium filling the lumen of the glands is either multiform (first case) or uniform (second case). The lining cylindrical epithelium in the choked glands maintains its radial arrangement. The epithelium spreading in the tissues either simply separates the fibres in the neighbourhood of the glands, or infiltrates the tissues diffusely, or extends along the lymphatics. Both the histological structure and the clinical course (dissemination and rapid recurrence in the second case) oblige us to acknowledge the malignant nature of the final tumour (adenoma malignum). In anatomical structure the tumour is analogous to the form of carcinoma of the large intestine described by Klebs1 under the name of epithelioma-cylindro-cellulare carcinomatosum. 
